Background: Acute kidney injury (AKI) is common in cirrhotic patients and is associated with negative outcomes. The aim of this study was to evaluate the presence of AKI and its progression according to KDIGO (Kidney Disease: Improving Global Outcomes) criteria in cirrhotic patients admitted to the emergency department and to determine the association of AKI with hospital mortality. Methods: This retrospective study included 258 cirrhotic patients admitted to the emergency department of a university hospital from March 2015 to February 2017. AKI was diagnosed and classified according to the KDIGO criteria. Results: The overall incidence of AKI in cirrhotic patients was 53.9%, and the overall hospital mortality was 28.4%. Mortality was associated with the presence, stage, and progression of AKI. Patients with AKI stage 1 and sCr < 1.5 mg/dl (KDIGO 1a) had a lower mortality rate than patients with AKI stage 1 and sCr > 1.5 mg/dl (KDIGO 1b). In the logistic regression analysis, three variables were independently associated with hospital mortality: cancer, AKI and progression of AKI. Conclusions: According to the data presented, a single measure of creatinine is not enough, and there is a need for meticulous follow-up of the renal function of patients with hepatic cirrhosis hospitalized in an emergency unit. In addition, this study reinforces the need for subclassification of KDIGO 1 in cirrhotic patients, since patients with acute renal injury and creatinine greater than 1.5 mg/dL present a worse clinical outcome.
Background
Acute kidney injury (AKI) is a common complication in patients with liver cirrhosis who are admitted to the emergency department, and it is related to significantly higher mortality rates among this population [1] [2] [3] [4] [5] [6] [7] [8] . AKI pathogenesis in cirrhotic patients is intimately related to hemodynamic changes secondary to liver failure and to a self-perpetuating process that ultimately leads to renal and splenic vasoconstriction, promoting decoupling between renal supply and demand and ultimately promoting AKI [9] .
Over time, different definitions of AKI have been proposed for cirrhotic patients [10] . In 2012, a universal definition of acute renal injury was proposed by the KDIGO group [11] . However, although this definition is widely applied in different populations, there are few validation studies of KDIGO in cirrhotic patients [2, 12] , and such studies rarely consider the context of the emergency department [4] .
In addition, an attempt to better describe and identify cirrhotic patients with AKI, is to implement a substratification of KDIGO stage 1 into 1a and 1b, with a creatinine value of 1.50 mg/dL as the discriminatory threshold [7] . Such stratification proposes that those patients belonging to subgroup 1a would present a short-term mortality similar to the patients in the non-AKI group, which is different from those in subgroup 1b, who would present a higher odds ratio for mortality when compared to those in the non-AKI control group [2] . Another important tool is to evaluate the progression of AKI since patients who do not show improvement or stabilization of renal function will have a worse prognosis [13] .
This study aimed to characterize a population of cirrhotic patients treated at the emergency department based on risk factors associated with worse prognosis for mortality and development of AKI. We also applied the KDIGO criteria for AKI within the first 7 days of hospitalization, testing the possible correlation between mortality and substratification of the KDIGO 1 group in stages 1a and 1b, and finally, looking for an association between progression of AKI with mortality in this population.
Methods
All hospitalizations from the Emergency Department of the São Paulo Hospital, a university hospital linked to the Federal University of São Paulo, Brazil, between March 2015 and February 2017, were retrospectively evaluated. The inclusion criteria were a clinical diagnosis of hepatic cirrhosis, age above 18 years and a minimum hospital stay of 48 h. Exclusion criteria included renal and/or hepatic transplant patients, pregnant women and patients with chronic kidney disease who previously underwent dialysis. For those who were admitted to the emergency department more than one time within the specified period above, we only included data from the first admission. For the characterization and evaluation (incidence and mortality outcome) of AKI, the KDIGO 2012 criteria were applied, comparing peak creatinine and baseline creatinine (Fig. 1) . Baseline creatinine was defined as the one prior to admission up to 3 months before hospitalization, which was obtained from the electronic medical record, or, in its absence, was considered to be the admission value, according to the guidance of the International Club of Ascites [14] . According to the common and widespread use in the literature, the final stage of AKI was defined by peak creatinine (the highest value obtained during the first 7 days of hospital admission) [2, 14, 15] . Diuresis data were not considered because of the difficulty of measuring diuresis in the emergency department, resulting in the absence of these data for most patients, and because it is not a very accurate measurement to evaluate kidney function in cirrhotic patients [14, 16, 17] .
For the analysis of the progression of AKI from admission to the first 7 days and its correlation with mortality, we performed a second classification of AKI according to the KDIGO criteria, comparing admission creatinine to the previous creatinine of hospitalization (baseline creatinine). Because we had no previous creatinine value for 109 patients (42% of total), we used the back calculation of creatinine considering a MDRD of 75 ml/min/1.73 m 2 (MDRD-75) for these patients [16] . Both classifications were compared, admission and peak, in order to analyze the progression of AKI [18] . Progression of AKI was defined as the increase from lower stages of AKI to higher stages, such as AKI stage 1 to stage 2 or 3 or from stage 2 to stage 3 during the first week or until discharge [13] (Fig. 2) . Statistical analysis was performed with SPSS statistics software version 23.0 for Windows. Quantitative variables were represented by mean and standard deviation 
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Results
The population studied included 258 patients (Fig. 3) . From 3390 hospitalizations at the University Hospital Emergency Department, 3094 were noncirrhotic patients. Among the remaining 296 cirrhotic patients, 38 had recurrent hospitalizations, and only the first admission was considered for statistical analysis.
Clinical, laboratory, and demographic characteristics of patients included in the study are presented in Tables 1 and 2 . These tables include the main comorbidities of patients in descending order of prevalence, mean length of hospital stay, ICU admission rate, APACHE II score from admission, MELD score from admission and admission mean arterial pressure (MAP). Regarding the etiology of cirrhosis, it was classified in three groups (viral, alcoholic and nonviral non-alcoholic), according to the two main causes of cirrhosis worldwide. The reason for admission to the emergency room was similarly divided into two groups, considering both infectious and noninfectious causes.
The overall mortality rate was 28.4%, with no significant difference in relation to the mean age (p = 0.681), sex (p = 0.447), the etiology of cirrhosis (alcoholic p = 0.407, viral p = 0.322, nonviral and non-alcoholic p = 0.736) or hospitalization due to infectious causes (p = 0.071). However, the nonsurvivor group had the highest median APACHE II admission (18 vs 15 p = 0.015), the highest median MELD score (19 vs 17 p = 0.002) and the highest ICU admission rate (58.9% vs 18.9% p = < 0.01). Among the comorbidities presented, patients with cancer presented higher mortality when compared to noncancer patients (34.2% vs 17.3% p = 0.004), but this difference was not statistically significant when the primary site was evaluated as hepatocarcinoma (p = 0.775) versus nonhepatocarcinoma tumors.
In multivariate analysis, variables with p < 0.1 according to univariate analysis were included in the model. Independent risk factors for in-hospital mortality are shown in Table 3 .
When the criteria for AKI were applied for evaluation related to the first 7 days, 139 (53.9%) patients presented AKI: 55 (39.5%) patients with KDIGO 1, 35 (19 vs 14) , higher MELD score (19 vs 16) and a higher incidence of infectious causes (62.3% vs. 37.7%) when compared to the non-AKI group were observed. There was no difference in relation to the etiology of cirrhosis or the presence of comorbidities between the groups. The overall mortality of the AKI group was 42.4%, and it was 11.8% in the non-AKI group.
The AKI subgroups of the KDIGO classification and the relationship with mortality are presented in Fig. 4 and Table 4 . Within the KDIGO 1 group, 28 fulfill only elevation in creatinine ≥0.3 mg/dL in 48 h; the other 27 patients matched the criteria of elevation of 1.5× baseline creatinine at 7 days. Among these patients, 16 (29.1%) were KDIGO 1a and 39 (70.9%) KDIGO 1B. Differences in mortality with statistical significance were observed for the groups 2 and 3 when compared to group without AKI. In the analysis of KDIGO 1 subgroups, mortality was 12.5% and 33.3% for 1a and 1b, respectively, with significance only for subgroup 1b. There was no significant difference in mortality between the KDIGO 2 and 3 groups. The final model was adjusted for age, sex, hypertension, diabetes, APACHE II and MELD scores.
Logistic regression methods are shown in 2 models to mitigate collinearity between AKI admission diagnosis and AKI progression status (Table 3 ) -MODEL 1 consider admission criteria of AKI plus all covariates that presents with p < 0.1 in univariate analysis. MODEL 2 shows criteria of Progression of AKI plus all covariates that present with p < 0.1 in univariate analysis. In model 1, admission criteria of AKI, cancer diagnosis, length of stay in hospital, and leukocyte count (per 103 increase) are shown as risk factors for mortality. About model 2, the risk factors for mortality present as Progression of AKI, cancer diagnosis, Age (per year), MELD score at admission and length of stay in hospital.
Finally, the progression of AKI occurred in 39 patients (27.9% of those with AKI). In those who progressed, mortality was 59% and was 23.8% in the nonprogression group (p < 0.001) ( Table 4) .
Discussion
This study presented the evaluation of 258 cirrhotic patients admitted to an emergency unit. In general, the mortality rate (28.4%) was similar to that reported for similar cohorts [1, 6-8, 12, 15] . The most common etiology was similar to that of national and international cohorts [17] , with alcoholic cirrhosis being the most common followed by viral etiology (mainly secondary to hepatitis C). Due to the unavailability of the level of ascites in electronic records of some patients and the heterogeneous classification of hepatic encephalopathy, a Child-Pugh-Turcotte classification was not possible, but we inferred from clinical and laboratory data that the majority of patients would be classified as having at least Child B liver cirrhosis with a mortality similar to that reported in the literature [8] .
This investigation has shown that patients with AKI in progression have an increasing mortality according to the classification of renal impairment (Fig. 4) , which reinforces the need for a temporal and progressive evaluation of renal function. In addition, in this population, the presence of progression of AKI and peak creatinine in the first 7 days of admission presented better performance when compared to the isolated creatinine value of entry, regarding mortality. Surprisingly, the baseline eGFR prior to hospital admission did not present as a risk factor for mortality or acute kidney injury during hospitalization, as widely established in the Fig. 4 Logistic regression considering the groups with statistical difference between each other (1a, 1b, 2 and 3). Adjusted for age, sex, hypertension, diabetes, APACHE II score and MELD score. No AKI is the reference group (Odds Ratio = 1). AKI -Acute Kidney Injury. KDIGO stages and Mortality Analysis literature of noncirrhotic patients [18] ; however, there are already clinical trials in cirrhotic patients with results similar to our study [6] .
Multivariate analysis showed that both AKI diagnosis at admission and AKI Progression criteria are major risk factors for mortality; this information suggests that cirrhotic patients with less severe AKI (KDIGO 1) need a special approach and structured care. Surprisingly, the APACHE II score lost its power of discrimination on both models in multivariate analysis. Another study found similar results [19] and presented a possible explanation that the Apache II score lacks a liver-specific prognostic factor in its calculator, so it is probable that the Apache II score will lose its strength when compared with another specific variables. In model 1, the MELD score lost its ability to predict mortality risk probably because of collinearity between the admission creatinine and calculated admission MELD.
As shown in Table 4 , the presence of AKI KDIGO 1b was shown to be a risk factor for mortality, different from the presence of AKI KDIGO 1a. This fact corroborates the subclassification proposed by the International Club of Ascites [13] , which reinforces that small elevations in the value of creatinine, especially when they exceed 1.50 mg / dL, have a great impact on the morbidity and mortality of patients with cirrhosis.
No significant difference in mortality was found between the stages without AKI and KDIGO 1a, and the KDIGO stages 2 and 3. It is possible to identify three major progressive mortality groups: KDIGO 1a, KDIGO 1b and KDIGO 2/3, with the prognosis of the first group comparable to the absence of AKI, reinforcing previous data [15] .
There are several limitations of our study. Although the present investigation was based on a retrospective cohort, it presents an analysis of a considerably large number of patients, regarding this specific population of cirrhotic patients in an emergency department, which ought to be considered innovative in the literature. Due to missing clinical data, we were not able to achieve a Child-Pugh classification or include the etiology of AKI. Since we designed this study to assess only the first week in the hospital, we did not evaluate the occurrence of late AKI (after 7 days). Another limitation is the lack of data on AKI duration, since patients who improve within 48 h may represent a phenotype of AKI with a better prognosis. Final limitation is the possible misclassification of chronic kidney disease as AKI when analyzing progression of AKI, since those patients without previous creatinine value were considered as having a eGFR of 75 ml/min/1.73m 2 .
Conclusions
According to the data presented above, a single measure of creatinine is not enough in this population, as this paper reinforces the need for meticulous follow-up of the renal function of patients with hepatic cirrhosis hospitalized in an emergency unit, in view of the correlation of renal function with clinical outcomes. In addition, in agreement with the current literature, the data reinforce the need for subclassification of KDIGO 1 in cirrhotic patients, demonstrating that patients with acute renal injury and creatinine greater than 1.5 mg/dL present a worse clinical outcome. 
